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some patients have required little or no assistance from the measures 
mentioned. But I must insist that the remedy here advocated is to be 
given most carefully, and claim that, when rightly administered, it is 
harmless and of great benefit to the disease in question. 

Knowing so little as we do in regard to the real nature and causation 
of lupus erythematosus, I cannot attempt any definite explanation of 
the mode of action of the remedy in this disease. But in my judgment, 
arguing from the effects of phosphorus in certain nervous conditions, I 
think we must look for its action through the agency of the nervous 
system. There are many elements, which I cannot consider now, which 
point to a probability that the eruption is of angio-neurotic origin, aud 
these are confirmed, in a measure, by the results obtained from phos¬ 
phorus employed in the method above described. 

I have not attempted any consideration of the local treatment of 
lupus erythematosus, as I wished to present only the single point which 
has been emphasized in this paper. In many of my cases I have found 
decided results from the methods commonly described; but their fre¬ 
quent failure to check the spread of the disease has led me to persist in 
the use of the internal remedy here advocated, which will, I trust, meet 
with favor also in the hands of ray confreres. 


SYMPHYSIOTOMY; WITH THE REPOET OF A SUCCESSFUL 
CASE. 

By Henry J. Garrigues. A.M., M.D., 

PROFESSOR OF OBSTETRICS IN THE NEW YORK POST-GRADUATE MEDICAL SCHOOL AND HOSPITAL; 

CONSULTING OBSTETRIC SURGEON TO TIIE NEW YORK MATERNITY HOSPITAL ; 

CONSULTING OBSTETRICIAN TO THE NEW YORK INFANT ASYLUM ; 

GYNECOLOGIST TO ST. MARK'S HOSPITAL, ETC. 

(Concluded from page 29B.) 

In some animals, such as the hedgehog, the mouse, the rabbit, the 
guinea-pig, and the cow, the symphysis separates normally to a consid¬ 
erable extent during parturition. In women we can infer that occasion¬ 
ally the same takes place when, after an otherwise normal labor, with a 
large child, we see a looseness of the symphysis occur which disappears 
in the course of some weeks or months. 

Distance Between Ends of Pubic Bones. —Experiments on the 
cadaver in regard to the possible separation of the pubic bones are 
not conclusive unless they are performed on women at or near term 
or short time after delivery, for during pregnancy the ligaments that 
form the hinges between the pelvic bones become much more mobile 
than before or later. There is now so large a number of such experi¬ 
ments on record, and the distance has been accurately measured during 
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delivery after symphysiotomy in so many operations, that this point 
may be looked upon as definitely settled. If the knee- and hip-joints 
are kept bent, as they ought to be, and the symphysis is cut, the ends 
of the bones separate spontaneously 3-4 cm. (l£-li in.). This is due 
to the elasticity of the sacro-iliac joints; the contraction of the muscles 
surrounding the pelvis, especially the gluteus maximus; and the weight 
of the pelvis in front of the sacro-iliac joint and of the lower extremity. 
By pulling on the iliac bones or pressing the knee3 outward, this dis¬ 
tance can easily be increased to 7 cm. (21 in.); and the same distance 
has been measured during extraction with forceps, without any injury 
to the sacro-iliac joints. If the separation is carried to 8,9, or 10 cm. 
(3J-4 in.), one or both joints crack and open. 

When the pubic bones separate, the antero-posterior diameter of the 
pelvis ceases to exist. The gap in front allows the eminence of the ante¬ 
rior parietal bone to enter, which has the same effect as if the diameter 
became 6-8 mm. (1-1 in.) longer. Besides, the distance from the prom¬ 
ontory to the end of the pubic bone increases, the greater the distance 
becomes between the ends of the bones. It has been found that the 
increase is about 2 ram. for each centimetre distance between the pubic 
bones. The maximum safe distance of 7 cm. (2} in.) gives, consequently, 
an elongation of 14 mm. (over $ inch). 

The transverse and oblique diameter, and every line drawn from the 
centre of the promontory to a point on the anterior half of the ilio-pec- 
tineal line, increases from one-quarter to one-half of the distance between 
the ends of the pubic bones— i..e., at the safe maximum distance of 7 
cm., the increase will be 17-35 mm. (}—1* in.). Farabeuf has pub¬ 
lished figures showing that a pelvis which, before the cutting, only 
admitted a circle of 6 cm., after the separation admits one of 8.4 cm.; 
and one which before the operation only admitted a circle of 8 cm., 
admits after the operation one of 9.8 cm. 

Zweifel examined the sacro-iliac joints after symphysiotomy in a case 
with a diagonal conjugate of 10 cm. (4 in.), external conjugate 17 cm. 
(61 in.), normal lateral measures, and a distance of 6.5 cm. (2J in.) 
during traction, and found them very mobile, but in close contact. 

Sometimes the joints have even stood a greater interpubic separation 
than 7 cm., as in a case of Caruso, with external conjugate 17.5 cm. 
*(6g in.), diagonal conjugate 8.5 cm. (31 in.), estimated true conju¬ 
gate 7 cm. (2i in.); child 3000 grammes (6f£ lbs.). In this case, 
which was entirely successful, the distance was 8.5-9 cm. (3^-31 in.) 
during the passage of the head by manual extraction in knee pre¬ 
sentation. 

Pinard has three times seen a tear in the vestibule and the vagina, 
which in one case, at least, communicated with the wound, but they 
healed easily without suture. 
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Even in a man there has been obtained a distance between the ends 
of the pubic bones of 42 mm. (If in.). 1 

Indications and Limits. —Symphysiotomy is indicated in the flat 
pelvis with a true conjugate ranging between 67 and 88 mm. (2£-3* 
in.), but it is difficult below 70 mm. (2? in.). 

• On the other hand, normal birth, forceps, or version is possible down 
to a true conjugate of 2} in. (7 cm.), if the child is small and the head 
is easily moulded; but both forceps and version give, in general, dis¬ 
astrous results with a conjugate below 3} in. (8.5 cm.). 

There is a great mortality for both mother and child, and if the child 
survive, there is danger of its being idiotic. The safe and proper field 
for symphysiotomy with fiat pelvis lies , therefore, between 2} and 3* inches. 

Theoretically the lower limit is found by considering that the distance 
between the centre of the promontory and the end of the pubic bone is 
elongated 14 mm.; that the head enters between the bones to a distance 
of 6-8 mm. which together makes 20-22 mm. (3-£ in.); that the 
biparietal diameter of the fmtat head is 95 mm. (3J in.), which may 
be reduced to 88 mm. (3$ in.), and that, consequently, by subtracting 
21 from 88 and 95, the operation is difficult at 67 mm. (2J in.), easy at 
47 ram. (3 in.). 

In the generally contracted pelvis I think it would even be proper to 
place the upper limit at 10 cm. (4 in.) c. v. 

Lepage has performed the operation in the case of a tumor partly 
obliterating the cavity of the pelvis. This is proper with an exostosis 
or a pedunculated fibroid that cannot be pushed out of the way. With 
an ovarian cyst tapping is preferable. 

Jewett operated on a patient in whom all else was obviously ample, 
but whose outlet was narrowed from side to side, the bisischial distance 
measuring about 3 inches. 

Michael 1 proposes, as it would seem on good grounds, to perform the 
operation in mento-posterior face presentations, in which the chin cannot 
be rotated forward. 

Examination of Pelvis. —It appears from the above, that the first 
condition for a rational decision as to the propriety of performing sym¬ 
physiotomy is the accurate measurement of the pelvis. In Maternity 
Hospital the three outer measures, the distance between the anterior supe¬ 
rior spines, between the crests, and between the depression between the 
sacrum and the spinous process of the fifth lumbar vertebra on one side 
and the upper end of the symphysis pubis on the other, are taken in 
every case. This would hardly be allowed in private practice, but as 
soon as a tedious opening of the os or any other circumstance makes it 

1 Albarran : Med. 'Weekly, January 20, 1893. 

3 J. Edwin Michael, of Baltimore, Md., Joura. Obst., Feb., 1893, vol. ssvii. p. 188. 
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probable that there Is a disproportion between the presenting part and 
the superior strait, such an examination ought to be made and followed 
by internal pelvimetry with the hand. It is not difficult to do this; 
the necessary instrument is portable and inexpensive, and ought to be 
found in the satchel of every obstetrician. 

If we find a diagonal conjugate of 80-92 mm. (31-3} in.) the proba¬ 
bility is that symphysiotomy may be called for. 


Fio. fl. 



Cadaver ot a woman at tho end of pregnancy, the abdomen opened with n crucial 
inciaion. (William llunter'a Gravid Uterus, republished by the Sydenham Society, 
London, 1851, Plate I.) 

The reduction of the diagonal conjugate, which we can measure 
directly, to the true conjugate is a rather delicate computation. How 
much is to be deducted from the first, in order to find the latter, depends 
on three factors: the height of the pubis, the inclination of the pubii, 
and the elevation of the promontory. The height of the pubis can be 
measured directly with the finger in the vagina; the two other points 
can only be estimated according to inspection and palpation. Spiegel- 
berg found by actual measurement in autopsies on puerpene, that the 
amount to be deducted varied from 1 to 3 cm. (* to 11 in.). He gives 
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the practical rule to deduct 1.5 cm. (£ in.) when the symphysis is 4 cm. 
(1§ in.) or leas, and to deduct 2 cm. (1 in.) when the symphysis is more 
thun 4 cm. high. Maugiagalli has found, by exact measurement of a 
hundred pelves, that one is least exposed to commit an error by sub¬ 
tracting not less than 12 mm. (i in.) nor more than 15 mm. (§ in.). 

After having measured the pelvis the mobility of the sacro-iliac articu¬ 
lations must be tried by alternately extending and flexing the extrem¬ 
ity and abducting the bent knee. The gait of the patient and her 
history may also give valuable information on this point. 


Fio. 7. 



Same body as in Fig. C, after the removal of the ossa pubis and the muscles and in¬ 
teguments that cover them. The upper part of the labia majors and minora and tho 
extremity of the clitoris are cut ofT. At either eido of the root of tho clitoris are seen 
tho crus and erector ditoridis. These lio more horizontally than in the natural 
state, the ossa pubis, etc., which suspend them, being removed, and they aro stretched, 
from the bones of the pelvis being drawn a little asunder. Above the clitoris appears 
the upper part of the bladder, which was compressed between the womb containing 
the child's bead and tho united ossa pubis. 

If the cervix is not dilated or dilatable, Barnes' bags should be used. 
If the waters are broken and the head presents, moderate traction should 
be mode with the forceps before performing symphysiotomy. 

Fig G shows the thick layer of adipose tissue under the skin, above 
the symphysis. 

Fig 7 is very instructive in regard to the whole field of operation as 
it appeared in my cose with the long incision. Among other things, we 
notice the edge of the peritoneum where it ascends from the bladder 
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to the abdominal muscles. The distance from this line to the root of the 
clitoris measures 55 ram. (21 in.) 

This time symphysiotomy has come to stay. All pleading in its favor 
is superfluous. But many details in the operation must be discussed 
before we can arrive at the best modus operandi, which probably may 
have to be different in different cases. 

Modus Operandi. —Three assistants are required, one of whom gives 
the anaesthetic, the other two staud each on one side of the patient hold¬ 
ing the knees and assisting at the wound. 

Morisani operates with the patient placed across the bed. This is only 
possible with his very simple method of operating. For those who favor 
the long incision, and in view of the fact that nobody can know before¬ 
hand how much hemorrhage there will be and what other complications 
may arise, the removal to a table, as in all other serious operations, is 
necessary or desirable. 

The operator sits on a chair, between the legs of the patient. During 
the first incision the legs may hang down over the end of the table 
or lie stretched out on the table, but during the incision of the symphysis 
the legs should be held bent in hip- and in knee-joint, moderately sep¬ 
arated and with the feet high; and as this position is just as good for 
the incision of the skin and subcutaneous tissue, it is simpler to place 
the patient in this position at the beginning. Some have used leg- 
holders ; on obstetrical grounds it seems, however, preferable to have 
them held by assistants so as to be able to have the angle between thigh 
and pelvis changed according to the requirements of the case. 

Considerable interest attaches to the question about the place and 
the length of the first incision. It may be short, medium, or long; it 
may be below, above, or in front of the symphysis. 

In 1833 Imbert, of Lyons, recommended to introduce a probe-pointed 
bistoury from the vestibule, on the flat, push it up behind the symphysis, 
turn the edge against the symphysis and cut through the latter from 
behind forward, avoiding to cut the skin. 

In 1841 Carbonai, of Florence, made a small transverse incision 
sixteen lines above the symphysis, introduced a bistoury from above 
downward and cut from behind forward. 

Morisani makes a longitudinal incision 3 cm. (1} in.) long in the 
median line, ending 1 or 2 cm. (*-£ in.) above the symphysis. Hirst 
followed exactly Morisani's description. Jewett carried an incision of 
the same length down to the upper end of the symphysis. 

Porak made an incision 5-6 cm. (2-2£ in.), and laid the whole 
symphysis bare. 

The small incision of Morisani, placed far away from the exit for the 
lochial discharge, has great advantage for protecting the wound against 
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infection, but if there came a hemorrhage, as in my case and those of 
several other operators, it could not be attended to. 

Most of the latest operators (Pinard, Leopold, Zweifel, Caruso, and 
myself) have made the incision 8 to 10 cm. (3 to 4 inches) long, begin¬ 
ning at the upper end of, or somewhat above the symphysis, and ending 
at the root of the clitoris or deviating to the left of the same. 

This large incision extending down into the vulva has the drawback 
that the wound cannot be dressed strictly antiseptically, but it offers the 
immense advantage that the operator cau see all he does, and can check 
hemorrhage in the most effective way. On the other hand, Morisani 
will probably be less exposed to hemorrhage. 

Morisani recommends to cut sideways into the recti muscles, deep 
enough to make room for the index finger. This has been followed by 
several of the new operators (Caruso, Leopold, Zweifel, Hirst). Porak 
“ detached the triangular ligament from its median insertions,” which 
probably amounts to the same. 

In my opinion this transverse incision is not necessary, and weakens 
the abdominal wall. If anything is wanted behind the symphysis, Hay's 
director (Fig. 2, a, p. 292) has a curvature that just fits to the posterior 
surface of the symphysis. Its median groove will serve as a guide for the 
bistoury, and its width will protect the bladder effectively. Torngren’s 
plan of guiding the instruments with a finger in the vagina would seem 
to be a good one. Truzzi advises, in order to protect the bladder, to 
tampon with gauze wrung out of creolin emulsion, before cutting the 
symphysis. 

It has been said by the older opponents of the operation that the sym¬ 
physis may have such an abnormal position that it cannot be found, and 
several times “a piece of the os pubis has been sliced off.” How 
operators have done this, unless they used a saw, I cannot understand, 
and even if the separation was made in the bone instead of the cartilage, 
that need not produce caries with our modern wound treatment. But 
I cannot see under what circumstances the symphysis could be missed, 
if the operator bears in mind that it has a distinct notch both at the 
upper and particularly at the lower end. 

The clitoris is inserted midway between the upper and lower end, and 
the meatus urinarius is situated just below the lower end. 

After having made his longitudinal and transverse incisions, and intro¬ 
duced the finger down to the lower end of the symphysis, Morisani 
introduces Galbiali’s falcetta (Fig. 2, c), and cuts from behind forward 
and from below upward. To cut from behind has the advantage that 
we go away from the bladder; but suppose the head is more or less 
engaged in the .pelvis, then the bladder may be so squeezed between the 
symphysis and the head, that it is impossible to find room for finger and 
falcetta (Fig. 8). In such a case we would, of course, try to have the 
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child lifted, which even may be necessary, when the head is above the 
brim, os appears from Fig. 9, where the uterus forma a pouch descend¬ 
ing in frpnt of the Bymphysis. 

But if it cannot be moved, it would be safer to cut from the front 
backwards, ueiog great care when we got through the cartilage, and in 
severing the ligaments forming the symphysis behind. We have also 
Eeen in the beginning of this paper that the symphysis is much broader 
in front than behind, so that it sometimes only can be cut from the front. 


Fia. 8. 



Part of Brauno’d Plato C. Longitudinal cut through tbo middle line of the frozen body 
ol a woman who died in the second stage of labor. 


Morisani states likewise that he more than once has used a short probe- 
pointed bistoury, and cut the joint from the front backward. 

To cut from below upward can hardly have any advantage. The 
urethra is easily held aside, and since the only serious hemorrhage that 
has ever occurred has always been at the lower end, it is best to leave 
this part of the incision to the lost. 

Leopold advises, in order to avoid hemorrhage, not tocuttkesubpubic 
ligament, and says that it is not even necessary to cut the whole sym¬ 
physis, as a cut through the upper half, or three-fourths, allows the bones 
to separate 3 cm. (1} inches). He says, also, that in his second case 
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he did not cut the ligament, but since he had a separation measuring 
6.0 cm. (25 inches), it is certain thatit must have been severed, whether 
he cut it or tore it. Zweifel had to cut all, since severance of the upper 
half of the symphysis only gave a separation of 1 cm. (* inch) between 
the ends of the bones, and Freund found the same after cutting the whole 
symphysis down to the ligament. Von Vclits cut the upper three-fourths, 
and Torngren the whole symphysis, saving the ligament, but in both 

Fio. 9. 


Longitudinal cut through the middlo lino ot tho frozen cadaver of a woman at term. 
(Draune, Pi. B.) The cut having fallen a little to the right, the cervical canal, the 
urethra, and part of the bladder are not visible, but we see so much the better tho 
spongy tissue forming the crus ditoridis (a). A large vein lies in the fat at tho lower 
end of the symphysis (6), and another is seen in front of it. The uterus is relaxed, 
and forms a pouch (e) filled with liquor amnii in front of the symphysis. 


cases nil tore. Farabeuf cut the symphysis of a pelvis that had been for 
several months in the dissecting-room, through the upper three-fourths, 
and found the remaining fourth and the subpubic ligament strong 
enough to support a weight of thirty kilogrammes. It may, therefore, 
be taken for settled that the whole symphysis, inclusive of the subpubic 
ligament, shall be cut. 

According to Morisani, the instrument used for this incision is the 
vol. 106, no. 4.—arm i., 18W. 27 




408 


GARRIGUES: SYMPHYSIOTOMY. 


falcetta (Fig. 2, c), and Hirst, who first thought that a common probe- 
pointed curved bistoury would Eerve his purpose, quickly laid it aside 
and was glad to avail himself of Galbiati’s knife. This sickle-shaped 
instrument is introduced alongside of the left index finger, which is held 
against the posterior surface of the symphysis, down to the pubic arch. 
When the point has passed this, the handle is gradually pulled upward 
and forward. 

The figure represents the knife in its original condition. Since the 
introduction of strict antisepsis it is made of one piece of steel, without 
any furrows, and hollowed out on the side of the handle. 

I did not find any difficulty whatever in using such an ordinary 
bistoury, and, as will be seen in Fig. 2, it was a very small instrument 
compared with Galbiati’s. Jewett succeeded, likewise, with “ a strong 
probe-pointed bistoury.” For those who make Morisani’s incision, I 
think the falcetta will prove the best instrument in most cases, but for 
those who prefer the long incision it is superfluous. A concave probe- 
pointed bistoury, for cutting from behind, and a convex scalpel, for 
cases in which the cut must be made from the front backward, are all 
the knives needed for cutting the symphysis. We have above seen that 
under some circumstances this may even be done in order not to wound 
the bladder. It would also be indicated when the symphysis forms a 
zigzag line, as in the pelvis represented in Fig. 1. 

Siebold found a synostosis, instead of a synchondrosis, and Velpeau 
has found the same twice. For this eventuality it is necessary to 
provide a chain-saw. Stolz recommended, even, always to saw the bone 
a little to one side of the cartilage. He introduced the saw by attach¬ 
ing it to a slightly curved needle, which he introduced through a small 
transverse opening on the mons Veneris, and pushed out between the 
crus of the clitoris and the descending ramus of the pubes. It would 
perhaps be better, in cases where bone has to be cut, to use chisel and 
mallet, as Albarran did, and as is used by other surgeons in operations 
on the joints. McKennan, of Paris, Ill., could not cut the symphysis 
with a strong probe-pointed bistoury, but severed it by means of a 
narrow’ probe-pointed metacarpal saw. 

The urethra i3 protected against injury by being held over to the 
right side by means of a long metal catheter, which at the same time 
serves to keep the bladder empty. 

The bladder and the vagina are guarded by the finger held behind 
the symphysis, or by passing a director. In some cases there will, as 
stated above, not be room for either. The bladder in the case repre¬ 
sented in Fig. 8 was so compressed between the symphysis and the head 
that the tissue could hardly be seen in the cadaver. I think the blad¬ 
der might also occasionally be caught between the ends of the pubic 
bones, when they are brought together at the end of the operation. 
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This viseus contracts in two different ways. Either the fundus falls 
down on the base so that, together with the urethra, it forms a Y, or the 
posterior wall is pressed against the anterior, as in Fig. 9, so that the 
canal is more like a C- In the latter event it rises, of course, higher 
up. During parturition it is even in part pushed and drawn up above 
the top of the pubis, as seen in Fig. 8. It is therefore clear that in 
certain symphysiotomies it must be in great danger of being wounded, 
and I cannot agree with Caruso, who lays the blame for such an acci¬ 
dent, as well as for an abnormal puerperium following the operation, on 
the operator. 

The vagina may also be wounded or caught between the bones, but 
even if a vesico-vaginal fistula should occur, the evil is not great. Several 
times it has healed spontaneously, and in one case Morisani closed it by 
a subsequent operation. 

The sacro-iliac joints must also be borne in mind. Mullerheim advises 
to surround the pelvis with a thick rubber tube immediately after cut¬ 
ting the cartilage. Zweifel tried it, but found that it slipped up. It is 
better to have the assistants press moderately on the trochanters, and in 
this way prevent too great a strain on these articulations. The soft 
parts should be held apart during extraction, and the distance between 
the ends of the pubic bones measured exactly. It is also in the interest 
of these joints to leave the birth of the child to Nature after cutting the 
symphysis, but we shall presently see that there are serious objections to 
this plan. 

If it is necessary to guard against injury to the sacro-iliac joints of the 
mother, it is, on the other hand, often necessary, in order to make room 
for the child, to lessen the pressure on the trochanters, or even to press 
on the bent knees or pull on the ilium. When we see how often the child 
has been delivered in an asphyctic condition, and take the cases into 
consideration in which it died, this side of the operation does not seem 
hitherto to have received the attention it deserves. Pinard has lost two 
children from fracture of the skull; the first delivered by manual ex¬ 
traction of the aftercoming head, the second by forceps applied to the 
presenting head. The ends of the bones should be held apart at least 
1* inches (4 cm.), and more if delivery meets with difficulty. We know 
that a distance of 21 inches (7 cm.) is perfectly safe, and that we may 
even succeed with a greater separation. To use the child as dilator 
increases its danger very much, without corresponding advantage to the 
mother. 

Pinard has constructed a special “€carteur rGgistreur,” an instrument 
which he inserts between the pubic bones, and on which he can read the 
distance between them. 

When the symphysis has been separated the wound should be stuffed 
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with gauze, impregnated with some antiseptic substance. Creolin ought, 
perhaps, to be preferred on account of its haemostatic properties. 

A point of great importance to settle is the question in what way, if 
any, labor shall be furthered beyond cutting the symphysis. Morisani 
leaves the case to Nature if the pains are good, and looks upon this as 
one of the reasons why modern operations have been more successful 
than the old. . But in about one case out of four, traction with forceps 
has been found necessary to complete delivery. In my case there were 
no labor pains at all, so that some intervention was necessary. Perhaps, 
sometimes, the waters may be broken and the head pushed down from 
above, and then seized by forceps or shelled out by pressure through the 
rectum (Freund, Jewett). Our child was in a precarious condition, as 
shown by the meconium in the liquor amnii, before any mode of delivery 
was attempted, and it is doubtful whether a high forceps operation could 
have been performed more expeditiously than turning, and would have 
saved its life. 

The fact that several operators have met with considerable hemor¬ 
rhage makes me think it safer to deliver. It is also an advantage to 
do so while the patient is anaesthetized. But the opinion of a man with 
Morisani’s experience must, of course, as yet have much weight. 

Morisani does not mention version at all. I think, if we decide to 
deliver artificially, the common rules ought to be followed: forceps for 
engaged head, turning for head movable above brim. In Harris’s last 
list of forty-four cases version was performed four times with presenting 
head, saving all mothers, and all children born alive (in one of induced 
labor it died on the third day). 

Under rare circumstances, even other operations may become neces¬ 
sary now, just as they did in former years, such as embryotomy of the 
dead child, or even Caesarean section in case it is living and cannot be 
delivered per vias nalurales. 

It is quite remarkable how often the child is born asphyctic. Every¬ 
thing needed for its revival should, therefore, be prepared beforehand. 

Mullerheira (Freund’s assistant) is the only one who mentions “rather 
considerable hemorrhage ” from the incision of the soft parts, but several 
operators (Leopold, Zweifel, Torngren, Porak, beside myself) have met 
with more or less serious bleeding at the lower end of the symphysis. 
Dr. Stewart has told me he found in a dissection, made shortly after my 
operation, a large vein running just behind the symphysis, and we know 
that the dorsal vein of the clitoris goes below the subpubic ligament, 
and is connected with the obturator vein of the same side by a consider¬ 
able branch, which ascends on the back of the pubis toward the thyroid 
foramen. 1 At the lower end, both behind and in front of the symphysis, 


* Quain’a Anatomy, 9th ed., 1882, vol. i. pp. 523, 524. 
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there is a Bpongy tissue full of veins, some of which can be seen in 
Fig. 9. 

That this hemorrhage ought not to be left unheeded appears from 
Freund’s case, in which a large htcmatoma formed in the right labium 
majus, suppurated, and opened into the vagina behind the right pubic 
bone. In ray case three arteries had to be tied. TOrngren checked his 
bleeding by deep sutures through all tissue in front of the symphysis, 
and an iodoform gauze tampon in the vagina. Zweifel found pressure- 
forceps and ligatures insufficient, and had to carry a ligature with needle 
deep into the tissue, guiding the needle from the vagina. This had to 
be done on both sides. He thinks the bleeding came from the corpora 
cavernosa of the clitoris being torn apart. Leopold ascribes likewise 
his hemorrhage to the corpus cavernosura. 

In my case the placenta followed the extraction of the child imme¬ 
diately. If it did not come soon, say within a quarter of an hour or 
twenty minutes, it would be better to loosen it artificially before closing 
the wound. 

After the birth of the child and the removal of the placenta, the 
bones should be brought together by pressing on the trochanters. Leo¬ 
pold inserted three silk sutures through the cartilage. Zweifel used 
four threads of silkworm-gut with a needle at both ends. I put them only 
through the fibrous tissue covering the bone in front; but I think this 
whole use of buried sutures is superfluous. All that is needed is to 
carry the deep sutures through the skin, adipose and fibrous tissue down 
to the bone, and take in about I to 4 inch of the latter on either side. 
When all are in place, the trochanters are pressed together, taking par - 
ticular care to ascertain that the bladder and the vagina do not get in 
between the ends of the bones, and all the sutures are drawn tight and 
closed from above downward. One or more superficial sutures may be 
needed for a perfect adaptation of the edges. Silk answers every pur¬ 
pose. Silkworm-gut is rather short; silver wire causes more pain in 
being removed. 

The whole wound is closed without providing for any drainage, which 
can always be done later if there should arise suppuration in the depth 
of the wound. 

Porak removed the sutures already on the sixth day; I partially on 
the sixth and partially on the ninth day; Pinard on the eighth ; Von 
Velits on the fourteenth day, and Leopold on the seventeenth day. 

The chief way in which the bones are kept together is by means of 
pressure on the trochanters. Pinard has gone so far as to construct a 
special bed for this purpose with hollow cushions fitting the trochan¬ 
ters! or places the patient in Bonnet’s gouttiere. Freund and TOrngren 
used Esmarch’s tube. If elastic pressure is wanted, Martin’s roller 
bandage of solid rubber would seem more appropriate. Jewett used a 



412 GARRIGUES: SYMPHYSIOTOMY. 

firm muslin binder. Morisani recommends a bandage painted with 
water-glass; Pinard used plaster-of-Paris; Freund a starched bandage 
lined with cotton. Many (Zweifel, Von Velits, Leopold, Morisani) 
have used a 6trap with buckles. The best of all, I think, is our excel¬ 
lent rubber adhesive plaster as used by Hirst, Michael, and myself. It 
insures absolute contact, is waterproof, and preserves the patient from 
pain in being moved. While my patient did not suffer at all, in several 
histories (Zweifel, Von Velits, Freund) we read of considerable pain 
necessitating a change of bandaging. Zweifel declares an apparatus for 
suspending the patient (Krankenschwebe) to be almost a necessity. In 
my case the patient had to be lifted on the bedpan every three hours, 
on account of the vaginal injections, but it did not hurt her. 

In a case of Galbiati’s there was a fibro-cartilaginous union four lines 
wide. Such accidents may have had something to do with the observa¬ 
tions made in former years of women who had been symphysiotomized 
and later gave birth to children without the intervention of the obstet¬ 
rical art. Even in one of the modern cases (Freund) a small cleft was 
left, but that did not prevent the patient from doing even the heaviest 
work. 

The patient should lie with outstretched legs, not bent over a roll, as 
this straight position in itself brings the ends of the pubic bones together, 
and the knees should be prevented from separating so much that it has 
any influence on the symphysis. 

We do not know how long cartilage takes to heal, and experiments on 
animals are therefore desirable, and have been promised by an assistant 
in one of the German clinics. Von Velits found on the twenty-first 
day an enormous callus which made the symphysis 5 cm. (2 inches) 
thick. In all other cases there seems, as in mine, to have been linear 
union without any appreciable enlargement, just as a cut heals by first 
intention in skin and muscles. Experiments by Redfern and others 
have shown that the cells in the cartilage multiply at the expense of the 
hyaline substance and form a cicatrix of connective tissue that slowly 
undergoes a retrograde metamorphosis. 1 s. 

This lack of an accurate pathological basis explains the great diver¬ 
sity in the time patients have been kept in bed. Porak says the sym¬ 
physis was solid in his case on the seventh day; on the thirty-fifth day 
there was yet a greater mobility of this articulation than ordinarily, 
but she walked perfectly. Several patients in Harris’s list were allowed 
to get up eight to ten days after the operation. On the other hand, 
Corradi says the bones unite in thirty to forty days, and Morisani gives 
two to four weeks as the limits. Pinard had a case of rupture of the 
symphysis with a diastasis of two fingerbreadths. Without the use of any 


1 Billroth: Allgemeine chirurgische Pathologic und Therapio, Berlin, 18G6, p. 73. 
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kind of bandage the patient could walk in six weeks ns well as before. 
Pinard and Porak kept their patients in bed until the twentieth day; 
Freund’s got up on the twenty-first day, and could go up and down 
stairs on the twenty-ninth day; Von Yelits’s got up on the twenty- 
second and left the hospital on the twenty-sixth day; Leopold’s left the 
bed on the twenty-fourth day and walked easily on the thirtieth. Novi 
keeps his patients in bed forty to fifty days. 1 

In my own case there was found perfect union on the twentieth day, 
and it had perhaps already been there for some time. Leopold could 
move the legs of his patient on the seventeenth day without causing 
pain. At all events it seems to be safe to let the ‘patients get up by the 
end of three weeks, and they may, as a rule, be dismissed at the end of a 
month. 

If there are no complications there is no necessity for any special 
diet. 

In Porak’s case the urine contained a little pus and the patient suf¬ 
fered from incontinence for four days. In others the urine had to be 
drawn with catheter. My patient used the bedpan without any diffi¬ 
culty. 

The bowels should be kept open as in any other puerperal case. Great 
attention must be paid to cleanliness, which may be difficult. "NVe have 
seen that Pinard places the patient in a goutti&re, a wire cuirass that 
allows of the patient being hoisted up and washed after defecation. The 
same can be obtained by a mechanical bed, lying on straps attached 
to a frame which is raised from the mattress by a crank, cog-wheels, 
and racks. Some turn the patient on the side from the very begin¬ 
ning, and loosen the strap around her pelvis; but this causes pain and 
is apt to interfere with healing. In this respect the broad straps of 
rubber adhesive plaster which I used proved very satisfactory. The 
patient was seized around the trochanters, lifted up, the bedpan was 
pushed in under her as often as required, the draw-Bheet was changed 
every day and she was washed and wiped without causing any pain and 
without disturbing the contact of the severed bones. 

Prognosis. —If the operation is held within proper limits, and prop¬ 
erly performed, and especially if the strictest antisepsis has been observed 
from the moment the patient was taken in labor, there is no danger for 
her life in the operation itself. Perfect union takes place between the 
bones. The patient’s gait will be normal, and she will have the same 
strength as before. There is some 4 danger of the bladder or the vagina, 
or both, being wounded, but this is a rare event. If a vesico-vaginal 
fistula forms, it will in most cases close spontaneously by mere cleanli¬ 
ness. If not, it can be closed by a second operation. 


1 Ckarpentier: Ccntralbl. f. Gyniik., January 14, 1893, p. 37. 
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For the child the danger is considerably greater, but yet small. The 
former great mortality was due to the performance of the operation in 
too narrow pelves, to the use of version, and to the too early extraction 
of the child, before the cervix was sufficiently dilated. By leaving the 
labor to Nature and by using forceps, a great reduction of mortality 
both for mother and child took place. But in Harris’s last list we have 
yet five children lost, and many have evidently had a narrow escape. 
Sometimes, as in Jewett’s case, the loss of the child has been due to 
delay before the operation, but in others (Pinard) the skull has been 
fractured, whether the child was extracted by forceps or by hand, and 
in reading the histories we very frequently find it reported that the 
child was born asphyctic. 

Relation to Other Operations. —By the adoption of symphy¬ 
siotomy a complete revision of the indications for other obstetric opera¬ 
tions has become necessary. As to craniotomy on the living child, an 
operation which has already been denounced from many sides since the 
comparatively good results of the improved Caesarean section, it will for¬ 
tunately vanish altogether from our list of resources, since, with symphy¬ 
siotomy at our command, it would be outright murder to kill the child 
in the uterus, except it be a hydrocephalus or a monster, and since the 
operation, even with very skilful treatment, is accompanied by a mor¬ 
tality of 0.6 per cent.* 

Induction of premature labor will be much restricted. The statistics 
of this operation, even with strict antisepsis, showing a maternal mor¬ 
tality of 5.3 per cent., and an infantile mortality of 45.3* per cent., what 
chance has it to survive in the struggle for existence with an operation 
that promises to entail hardly any loss of mothers and less than 10 per 
cent, among the children ? 

The improved Caesarean section holds its own when the conjugate is 
below 2 ? inches (7cm.),and otherspecial circumstances,such as obstruc¬ 
tion in the soft parts, obtain, but the many operations performed of late 
years, with a longer conjugate, ought not to be repeated, since even in 
the hands of a Leopold, and in the most favorable surroundings, this 
. operation is accompanied by a mortality of 8 per cent, of the mothers , 5 
and since 135 consecutive cases by different operators gave a mortality 
of nearly 26 per cent, among the mothers, and over 8 per cent, among 
the children.* 

In some cases of successful symphysiotomy the patient has been for 
days in labor (two days, Caruso; three days, Morisani; four days, Pos- 
tiglione; and even six days, Freund). Under such circumstances it is 

1 Wjder: Archiv fur Gyoiik., 1888, vol. xxxii. p. CO. 

1 Wytler: Ibid., p. 76. 

3 Leopold: Ibid., 1SS9, vol. xxxiv. p. 313. 

4 -Caruso: Ibid, 1883, vol. xxxiii. p. 255. 
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not likely that anybody would feel tempted to perform Ccesarean section. 
These cases would be looked upon as requiring Porro's operation, which 
has a mortality of nearly 57 per cent, for the mother. 1 

Morisani recommends to try the forceps before performing symphy¬ 
siotomy, but the operator ought not to use much force. If he succeeds 
he may extract a dead child, or one with a fractured skull or internal 
hemorrhages, that dies within a few days, or survives to be an idiot; 
besides that, the bruising of the maternal tissues endangers the mother’s 
life or makes her speedy recovery doubtful. With a true conjugate 
between 2J and 3 inches (7-7.5 cm.), it is better to perform symphysi¬ 
otomy at once. 

The same dangers surround version in a contracted pelvis. In cases 
in which this operation is indicated we should rather perform symphysi¬ 
otomy up to the upper limit of that operation, 34 inches. 

Symphysiotomy has been performed for the second time, on the same 
woman, in five case, aud every time with success. 

Although we have seen that symphysiotomy has been performed suc¬ 
cessfully after the woman had been long in labor, we should not volun¬ 
tarily delay the operation. Now that we know its limits and know how 
good the prognosis is, we ought to insist on its performance as soon as 
labor is sufficiently advanced. After that, delay causes only unneces¬ 
sary pain and uneasiness to the mother, adds to her danger of sepsis^ 
and threatens the child’s life. 

We have all the time spoken of the measurements of the pelvis, but 
it is evident that if the pelvis is normal and the child too large, the diffi¬ 
culty will be just the same, only it requires a good deal more experience 
and judgment on the part of the obstetrician to see the indication. By 
placing the index finger in the vagina and seizing the head with the 
thumb and finger of the other hand above the symphysis, an experienced 
accoucheur can form a pretty accurate idea of its Bize. At the same 
time he will examine the size of the fontanelles and the width of the 
sutures, and thus be enabled to judge of its compressibility. 

Those who have followed me through this, as I hope, dispassionate 
essay, in which I have tried to keep as far away from reckless enthusi¬ 
asm as from pusillanimous distrust, will have seen that the indications 
for symphysiotomy can only be based upon exact pelvimetry; that it may 
be a very easy and a particularly difficult operation; and that it by no 
means can be foreseen in what way the operation is to be performed, or 
if other operations have to be added or substituted. It is, therefore, an 
operation which ought not to be undertaken by anybody who is not 
familiar with the way of measuring a pelvis or judging of the size and 
of other peculiarities of a child in utei'O, who has not the necessary 


1 Lebed efT: Archiv f. Gynak., 18S7, vol. mi. p. 237. 
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instruments for this and other operations, and who is not capable of per¬ 
forming all other obstetric operations, inclusive of Ctesarenn section and 
Porro’s operation. 

The year 1892 has been a remarkable year for symphysiotomy. Not 
only has it spread over the world, not only have twenty-six operations 
been performed by fifteen operators without a maternal death, but the 
more than a century old operation has even had offspring. Two children 
have been born to it. One is ischio-pubiolomy, proposed by Farabeuf and 
performed successfully by Pinard for an obliquely contracted pelvis, the 
operation consisting in cutting with a chain-saw the horizontal ramus of 
the pubes of the narrow side 5 cm. (2 in.) from the symphysis, und the 
corresponding place where the descending ramus of the pubis and the 
ascending ramus of the ischium meet, and thus taking advantage of the 
two pelvic hinges left movable, the symphysis pubis and the sacro-iliac 
joint of the other side. 1 The other is the case of symphysiotomy in a 
man referred to above. 

But don’t let us become bewildered, and don’t let us be ungrateful. 
There is one country and one man to whom we owe symphysiotomy. 
Italy never gave it up, and Morisani preached its value for many years 
to deaf ears. In making this man an honorary Fellow, the American 
Gynecological Society has honored itself. 
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MOVABLE KIDNEY; WITH A REPORT OF TWELVE CASES 
TREATED BY NEPHRORRHAPHY. 

By George M. Edebohls, A.M., M.D., 

GYNECOLOGIST TO ST. FRANCIS IIOSITTAL, NEW YORK. 

(Goncltkltd from page 259.) 

Nephrorrhaphy.— The main object of this communication is to 
advocate the performance of nephrorrhaphy, or fixation of the kidney 
by suture, in all cases of movable kidney where the patient’s life is en¬ 
dangered by the persistence of the condition, or in which the sufferings 
are of such an aggravated character as to make life a burden. It 



